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Organization Multi-National Study on Vascular Disease in Diabetes' found that only
28% of males and 17.3% of females in India used insulin compared to 56.3% and
61.3% respectively of diabetics in the UK. Both physicians and patients in India seem
to be hesitant to use insulin. This is believed to be due to two reasons. Firstly,
physicians lacking the skill to use it and secondly their inability to train patients
adequately in its use. A large number of patients using insulin make mistakes that
result in poor diabetes control,"

The cost of insulin therapy is not negligible, considering its long term need. As a
proportion of per capita gross national product (GNP), Indian diabetics may be
spending eighteen times more than a diabetic in the industrialized world (18% v. 1%
of per capita GNP for average dose of human insulin respectively).' Even if human
insulin is not used, the differential remains at around five to one. The overall cost of
syringes and even minimal monitoring is invariably more than that of insulin. The
combined costs approximate half of the per capita GNP.

Most citizens in India and other developing countries have to meet their medical
bills themselves. State health schemes and health insurance cover only a small
fraction. Moreover, subsidized care does not usually cover costs of insulin syringes
and monitoring sticks. There is thus an urgent need to develop a 'social net' and
appropriate innovative technology to provide affordable therapy to Indians with
chronic diseases.
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Maternal Tobacco Use and Adverse
Reproductive Outcome

Tobacco use seldom figures among the factors considered to contribute to adverse
reproductive outcome or to early death of the foetus and neonate in India. The
literature on tobacco use by women in the reproductive age group in India is sparse
as are the data on prevalence of still-births or prematurity. Prematurity is the major
cause of high infant, perinatal and neonatal mortality in urban and rural India,' and
any attempt to reduce under-five mortality and, inter alia. reduce the birth rate,
requires a reduction in premature or low birth-weight (LBW) babies.

Poverty, maternal malnutrition, underweight, unavailable or poor antenatal care,
and problems in ensuring a safe delivery are some of the important factors causing
LBW, intrauterine growth retardation (IUGR) or prematurity.' Maternal tabacco use
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may also contribute to foetal growth retardation and still-birth.' This is not well
documented in Indian obstetric. paediatric or public health literature.'

Tobacco use by females is probably more widespread than suspected.' Available
data on female tobacco use are from centres for research on oral cancer," However. the
high incidence of oral cancer may not reflect the exact incidence of tobacco use. Thus.
the prevalence of tobacco use by women in the reproductive age group can be
estimated only indirectly from tobacco consumption and production.'

Women and men in India use tobacco differently. Women smoke bidis and
cigarettes less commonly than men do and usually use it in several smokeless forms."
The methods vary in different parts of the country. Tobacco chewing suppresses
appetite and wards off hunger; applied orally as mishri, it is a stimulant. alleviates
toothache or cleans teeth.

In a large teaching maternity hospital of Mumbai, 33.4% of about 500 women in
the reproductive age used tobacco in some (usually smokeless) form disproving
earlier assumptions oflow frequency.' In a Pune hospital. 16% of 1383 mothers were
tobacco chewers." In a large population-based study of oral cancer. it was observed
that nearly 60% of women (P. C. Gupta, personal communication) in parts of coastal
Srikakulam district of Andhra Pradesh and adjoining areas of Orissa, smoke chutta (a
type of cigar) directly or reversed (with the lighted end inside the mouth)." In Goa,
48% of 2914 women (54% of 2112 Hindus and 34% of 802 Christians) smoke dhumti
or chewed tobacco. 10Extrapolation of tobacco consumption data suggests that about
10% of women use smokeless tobacco and 2.5% smoke it.' A study from 3 urban
slums of Calcutta. Chennai and New Delhi. and 3 rural centres of Chandigarh,
Hyderabad and Varanasi similarly found that 5%-11.2% of about 30000 women
chewed tobacco and 2%-3.5% smoked it." Similarly, in Bangladesh. nearly 33% of
women smoke biris (like our bidis).121t has been documented that 52% of 994 south
Indian women were passive smokers. 13 Unpublished preliminary data of 500 women
from a pilot population-based study in Dakshina Kannada suggests that 17% chewed.
26.5% used snuff and 2% smoked tobacco. Thus. allowing for the selection bias
inherent in hospital data, it may be reasonably assumed that about one-third of women
use tobacco (range: 10%-60%).

It is well known that cigarette smoking by pregnant women harms the foetus?·14
The few studies available from South Asia show that tobacco, if chewed. applied
orally as mishri, actively smoked as bidi or biri, or passi vely smoked (i) increases still-
births by nearly 3-fold;1 (ii) reduces birth-weight by 100-400 g;I.I3-15(iii) females are
at greater risk for LBW than males (7-fold and 2-fold. respectively); 16(iv) significantly
increases the placental weight (66 g);11.11(v) is associated with up to 30% male foetal
wastage;1.I6.19and (vi) is associated with a 2-fold higher perinatal mortalny.':"

Relative risks (odds ratios) of adverse outcome in smokeless tobacco usersl6,20

have only recently become available. calculated from the above-mentioned data. The
impact on the population of such tobacco use, i.e. the fraction of still-births. LBW and
perinatal mortality (population attributable risk or aetiological fraction) has been well
documented.P

The impact of tobacco use on reproductive outcome can be direct or indirect.
Direct effect manifests as IUGR. The degree of impact depends greatly on the preva-
lence of maternal tobacco use and the relative risks of adverse reproducti ve outcome.
Though none of the studies reported so far have controlled for confounders as
rigorously as one would wish. these are the only available data. These estimates,
which may be on the higher side, suggest that 16.7% of the total prematurity and still-
births in the population may be related to smokeless and 48% to smoked tobacco."
In other words, if all forms of maternal tobacco use are eliminated, about 20% each
of still-births and LBW may not occur.2.l0Nonetheless, larger, and more rigorously
analysed, data are needed to define the exact problem more explicitly.

Apart from increased mortality. LBW predisposes to increased morbidity from
major infectious diseases such as measles, pneumonia and tuberculosis. The role of
passive bidi smoking in acute respiratory infections on the health of the under-five
child is unknown. However, in the West, acute and chronic bronchitis are more
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common in children of cigarette smokers than those of non-smokers. Further, most
tobacco using women in South Asia are from the lower socio-economic classes" and
can ill afford to spend their meagre incomes on tobacco use.

Future research
Many questions remain to be answered. How severe is the health hazard of maternal
tobacco use in India? Are IUGR and still-births the only manifestations? What is the
most effective strategy to prevent it? How do the varied forms of tobacco use peculiar
to India affect reproductive outcome? How does passive bidi smoking affect children?
Is working in bidi and other tobacco industries associated with similar health hazards?
How do the forms of parental tobacco use in the home, in the work-place, by teachers
in school, affect children? Does paternal tobacco use, especially in the form of bid;
smoking, affect the foetus and infant? If so, how? What are the long term effects of
tobacco on cardiac and respiratory diseases and cancer in such children?

Tobacco use is addictive and is an injustice inflicted by its propagators on the
ignorant, poor, young and vulnerable. Obstetricians, gynaecologists, paediatricians
and public health personnel need to investigate these issues. The answers will
contribute to developing strategies to reduce and prevent unnecessary early childhood
mortality and morbidity. Appropriate education of prospective mothers and their
children may also help reduce high infant mortality rates and thus high birth rates.
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